The Bankart repair for chronic anterior shoulder instability effectively addresses the pathologic components responsible for repeated dislocation or subluxation. However, contrary to popular belief, the 
puterized axial tomography, we noted five predominant patterns of anatomical lesions which by common use have been collectively termed the "Bankart lesion." These are: 1) the rare "classic" Bankart lesion in which the cartilagenous labrum and capsular origin are torn from the glenoid rim; 2) the capsule stripped from the scapular neck and the labrum detached from the glenoid rim remaining fixed to the overlying capsule; 3) the capsule stripped from the scapular neck and the labrum separated from the glenoid rim, but separately; 4) the labrum abraded away and no longer radiographically detectable; and 5) glenoid rim fracture.
The Bankart (Fig. 2) shows a classic Bankart lesion as described in Bankart's second paper on the subject.' We do Figure 12 . The deltopectoral interval has been opened. The cephalic vein has been taken medially. (Fig. 4) shows the capsule stripped from the scapular neck and the labrum torn off the glenoid, but separately. This is the lesion we see most often in &dquo;typical&dquo; traumatic-onset, chronic anterior dislocation. The fifth patient under discussion had recurring dislocations, neglected for a prolonged period. His anteroinferior labrum has been abraded away (Fig. 5) . This is also a pattern we see commonly on double-contrast computerized tomography.
The anatomical position, and this loss of boney support allowed the chronic instability.
Cross-sections
For the cross-sectional demonstration of the anatomical details of the Bankart repair, a 6 mm thick section was taken from a fresh cadaver, just inferior to the equator of the humeral head. Figure 7 shows the section in its normal state. The boney glenoid and the humeral head are well seen. The triangular cross-section of the normal glenoid labral cartilage is clear. The capsule and its attachment to the scapular neck is obvious. Figure 8 shows an artificially created &dquo;Bankart lesion&dquo; similar to that shown by computerized tomography in Figure  3 . In this case, the labrum is separated from the glenoid, A popular misconception is that the dislocation occurs in the interval between the labrum and the rim (Fig. 9) . Unless there are radial tears in the labrum, there is not enough room for the dislocation to occur between the labrum and rim (Fig. 10) . During the dislocation, the labrum is pushed medially and the humeral head moves over the labrum and into the overly capacious capsule (Fig. 11) .
SURGICAL PROCEDURE
To begin the Bankart repair, the deltopectoral interval is developed (Fig. 12) . In this case, the cephalic vein has been (Fig. 13) . Medially, the division is clear and blunt dissection suffices (Fig. 14) . With the arm in external rotation, the glenoid rim is palpated through the intact capsule. The capsule is then opened vertically 4 to 8 mm lateral to and parallel to the rim (Fig. 15) . This is shown as if looking into the glenoid cavity in Figure 16 . Holes are placed in the glenoid rim, usually at about the 2, 4, and 6 o'clock positions (for a right shoulder) and perhaps even further around toward 7 o'clock for patients in which inferior instability is prominent (Figs. 17 and 18 ). The sutures that will effect the repair are threaded through these holes (Fig. 19) . The medial edge of the lateral capsular flap is sutured to the glenoid rim, which has been roughened with an osteotome (Fig. 20) . This is quite straightforward in situations such as those illustrated here in which the labrum is torn from the glenoid rim, and is easily understood in cases in which the labrum has been abraded away. For cases in which the capsule is lax but the labrum is uninjured, Rowe Figure 21 diagrams the medial edge of the lateral capsule being sutured to the boney glenoid rim deep to and lateral to the labral remnant. The resulting extracapsular position of the labral remnant (unless it has been abraded away) is a necessary feature of the standard Bankart repair, which is rarely described.
The lateral edge of the medial capsule is tied into the same suture line to provide reinforcement (Fig. 22) . The cartilagenous labrum is thus incorporated into the repair, further adding strength by providing an enhanced soft-tissue buttress against anterior translation of the humeral head. The subscapularis insertion is repaired anatomically (Fig.  23) . The deltopectoral interval is reapproximated. Figure 24 shows the final result. 
